A considerable number of reports have documented mycosis fungoides (MF) mimicking other dermatoses, but a comprehensive review has not been published. Our aim was to comprehensively review reports of various dermatoses simulated by MF. Additionally, 2 cases in which MF simulated diseases not previously documented (psoriasis and erythema annulare centrifugum) are presented. A literature search of all case reports of MF cited in the MEDLINE database from 1966 through 2000 plus those in one of the author's (H. Z.) files was performed. A total of 23 reported cases of dermatoses mimicked by MF were found. With the additional 2 dermatoses now presented, this yields a total of at least 25 diseases that can be simulated by MF. In view of the considerable number of dermatoses simulated by MF, the term the great imitator is appropriate for MF. (J Am Acad Dermatol 2002;47:914-8.) 
I
n years past, syphilis was called the great imitator. 1 However, clinical evidence strongly suggests that in the present era this appellation best fits mycosis fungoides (MF). Vonderheid 2 has noted that early lesions of MF are frequently confused with other dermatoses. Koh, Charif, and Weinstock 3 remark that MF may resemble chronic eczematous or atopic dermatitis, neurodermatitis, psoriasis, nummular dermatitis, or tinea corporis; however, a comprehensive review of the tendency of MF to mimic other dermatoses has not been published.
MF is the most common form of cutaneous T-cell lymphoma and represents an epidermotropic neoplasm composed of CD4 ϩ (helper) cells. 3 MF is an uncommon disease; the most recent US data from 1991 to 1992 indicate an annual incidence of 4.5 cases/million. 4 Although a number of factors (eg, chronic antigenic stimulation; atopy; biologic, physical, or chemical exposures; and viral infection) have been postulated as causative agents, none has been definitively confirmed. 3 Over the past several decades, one author (H. Z.) has been struck by the multiform morphologic presentations of MF and the frequent instances in which well-known dermatoses have been simulated clinically by MF. A computerized literature search (MED-LINE since 1966) was done to supplement this personal experience. A total of 23 dermatoses were reported (Table I ). In all instances the diagnosis of MF was not suspected clinically but was based on histopathologic findings. These include acanthosis nigricans, 5 alopecia, [6] [7] [8] bullous eruption, 9 comedones and epidermal cysts, 7, 8, [10] [11] [12] dissecting cellulitis of the scalp, 13 dyshidrosis, 14 erythema multiforme, 15 gangrene, 16 acquired ichthyosis, 17 invisible dermatosis, 18 ischemic foot, 19 keratosis lichenoides chronica, 20 necrobiosis, 21 perioral dermatitis, 22 pigmented purpuric dermatitis, [23] [24] [25] pityriasis alba, 26 porokeratosis, 27 ,28 palmarplantar pustulosis, [29] [30] [31] pyoderma gangrenosum, 32 sarcoidosis, 33 sarcoma, 34 vesicular eruption, 35 vesiculobullous eruption, 36, 37 and vitiligo. [38] [39] [40] Table I also includes reports of 2 other dermatoses mimicked by MF (psoriasis and erythema annulare centrifugum) seen at this institution, which have not been previously documented and are presented here (Figs 1-6), for a total of 25 dermatoses.
In this report representative examples, but not all relevant case reports, of the various dermatoses simulated by MF have been cited. Other relevant case reports may be found in the reference sections of the articles cited.
DISCUSSION
The great number of dermatoses mimicked by MF is indeed astounding. In this regard, syphilis (previously considered a great imitator) pales by comparison. Despite the plethora of such reports, we have seen no discussion as to the possible mechanisms involved in these diverse events.
Although MF is generally accepted as a neo- plasm of CD4 (helper) lymphocytes, it seems likely that there are various subsets of CD4 cells with different phenotypes, which have not been fully characterized. The clinical morphologies elicited by lymphocytes of differing phenotypes may be substantial. In addition, there may very well be differences in the host response between patients, which may be responsible for the various morphologies. For example, some of the clinical morphologies mentioned previously (such as erythema multiforme) are dependent on epidermotropism, whereas other morphologies (alopecia or acneiform) appear to be secondary to folliculotropism. Necrotizing morphologies (eg, gangrene-like or pyoderma-like morphologies) may reflect angiocentricity by neoplastic T cells. We hope that these observations will lead to investigative studies that will shed some light on this challenging phenomenon. 
